In 1993 our initial audit of the management of anticoagulation in inpatients identified non-compliance with some aspects of the hospital guidelines.4 These guidelines, based on those issued by the British Society of Haematology,5 were displayed at the fortnightly hospital audit meetings and were incorporated into a junior doctors' handbook. To facilitate an effective closure of the audit cycle we investigated reasons for non-compliancethe missing link. We adopted a qualitative approach6 and conducted in-depth interviews with 10 junior doctors (four house officers and six senior house officers) to explore awareness of, acceptability, and applicability of these guidelines.
Awareness -Although all of the junior doctors had a handbook and had attended at least one of the regular audit meetings at our hospital, only three knew that hospital guidelines for managing anticoagulation in inpatients existed. The junior doctors' handbook was criticised for not being "user friendly," and seven doctors stated that they were too busy to attend audit meetings where they would have the opportunity to obtain the guidelines.
Acceptability -The junior doctors agreed that it was useful and helpful to have guidelines on the subject, but four used other guidelines on anticoagulation. Two of those who knew of the guidelines at the study hospital had only ever referred to them for specific requirements. When shown the guidelines and asked to comment on them seven doctors criticised them for being too detailed.
Applicability -Six junior doctors pointed out that certain tasks in the guidelines were not always appropriate in practice and that the guidelines made "unreasonable" demands -for instance, doing an activated partial thromboplastin time test (APIT) four hours after starting a patients' treatment with continuous intravenous infusion by heparin. They added that they felt too intimidated at the audit meetings to express their personal views about the guidelines. Furthermore, they did not view all recommendations as being within their control -for example, the monitoring of microscopic haematuria by dipstick testing was regarded as a nursing responsibility.
The interviews highlighted real problems with the dissemination, applicability, and acceptability of the guidelines. After discussion at an audit meeting the following developments occurred over six months:
(1) the guidelines were extensively revised by the consultant haematologist and reviewed by radiologists, cardiologists, physicians, and nursing and administrative staff; (2) the guidelines were, in addition, distilled into 12 "practice points"; and (3) the revised guidelines and practice points were incorporated into clinical ward manuals, sent to each clinician and ward manager, pinned to all ward noticeboards, and incorporated onto the hospital computer screen, so that they appeared whenever coagulation tests were ordered.
A second audit on the compliance with these hospital guidelines was conducted after all these developments were in place. Most changes were small, but significant improvements in clinical practice occurred in four of the 17 recommendations, resulting in patients being therapeutically maintained by day 4 in the second audit as opposed to day 6 in the first audit.7
Setting standards and attempting to improve clinical practice are important steps in the audit cycle. The results of this study suggest that the value of guidelines is lost if measures are not taken to ensure applicability and acceptability and if key staff instituting care are not consulted. By listening and discussing difficulties experienced by junior doctors, changes were introduced which resulted in increased compliance with hospital guidelines and better clinical practice. We recommend that, in view of the rapid turnover of junior doctors, regular examination of compliance and reasons for noncompliance need to be incorporated into routine audit programmes.
